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N. M. General Practitioners Urged to Enter Politics 
To Help Guide the Course of Government* 


By Fount Ricuarpson, M. D., Fayetteville, Ark., 
President of the American Academy of General Practice 


I bring official greetings to you here in New 
Mexico from the officers and directors of the 
American Academy of General Practice, We are 
aware of what you are doing in your organization 
and in your own state. As you know, the New 
Mexico Chapter has done well, especially per- 
centagewise, in interesting the physicians who are 
eligible for academy membership. 

The academy was born of necessity, that great 
mother of invention. There had to be an organi- 
zation to promote postgraduate education and to 
make it available to all physicians. The academy’s 
doctrine of “continuing education” is the finest 
in any organization in the medical world. I am 
proud to be here and speak under the academy’s 
banner, 

If there has to be a topic for these remarks 
tonight, let it be said that my topic was politics. 
There was a time when physicians shunned the 
word, but when we are faced with a world or a 
society that is being changed by politics and poli- 
ticians, then it is time for us to take off our coats 
and admit that this is a struggle that affects all 
of us, 

Victory in Washington 


We have just had news that we have had a 
victory in Washington. The Forand Bill is to be 
bottled up in committee and there is little chance 
that it will be brought out this session of congress, 
The medical organizations can take considerable 





*Talk delivered at the Ruidoso Summer Clinic of the New Mexico 
Chapter of the American Academy of General Practice. 
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credit for its defeat. Other conservative groups 
helped some, but the doctors especially have done 
a big job, 

There are two other bills in the present session 
of congress in which we are interested. One is 
the old Keogh-Jenkins Bill—now called the Smith- 
Keogh Bill. This bill has been amended to cut 
down on the amount that a physician may lay 
aside on a tax-deferred basis, to a small amount, 
so that there will not be so great a tax loss to the 
government. Witnesses from the Executive Branch 
have admitted that the administration might sup- 
port the bill, House Resolution 10, which has al- 
ready passed the House with a good majority. 
It now lies in committee in the Senate and Sena- 
tor Byrd has not announced further hearings. 


Research Bill 

The other bill of importance to the medical 
group in America is a Senate Bill to promote 
research in medicine in foreign countries. The 
sentiment in the AMA is divided on this bill. 
Some of its foes consider it only a part of the 
international giveaway of foreign aid while others 
feel we should use those funds, if provided, to 
stimulate medical education and research in our 
own country. The AMA stand will be announced 
within the next few weeks. 


To a conservative, the whole giveaway process 
is a farce from beginning to end. I never knew 
a friend you had to buy, to stick with you. Much 
of this foreign aid in my opinion, is merely to 
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“buy” friends. The trouble with the deal is that 
they have to be bought again every year. 


In fact, the same demand for more and more 
and more is found in the so-called Social Security 
system. No sooner was its program launched with 
the express intention of relieving the indigent 
than there was an immediate clamor for 
Many people were taught by the 


aged, 
more money, 
government that they were to look to the govern- 
ment for care—all kinds of care, and to think of 


it as their “right.” 


Theory Grows 


This socio-economic theory has grown and now 
the government has a large population on its 
hands that believe the government owes them a 
living, I have news for those government officials 
who espouse that theory—but it’s not fresh news, 
it’s old news. 

It’s the lesson taught us by ancient Greece, 
which fell to ruin when the people gave up their 
democracy to become wards of the state. It’s the 
news made by the Roman Empire, the greatest 
empire of the world’s history, which crumbled 
under a social system dangerously akin to the 
Social Security of this country today. Rome could 
not withstand Social Security. 


This system was sold to a shallow segment of 
Americans who thought they were getting some- 
thing for nothing. Now it has become an accepted 
part of our nation. Similar in some respects to the 
subsidy system which has grown like a mushroom. 
Neither of these, neither the subsidy system or the 
social security system are conducive to a strong 
America. 


Physicians Problem 


But to turn to a problem more within the scope 
of medicine, let me talk about the production of 
physicians in our country and mention some of 
the problems of our medical schools. 

The administrators of our medical schools in 
general have reached a dead end in a road of 
their own choosing. The tendency in teaching 
has been to put on full-time teachers and turn 
aside the help available from practicing physicians. 
I wonder why a dean of a medical school should 
believe that a capable cardiologist, or gynecologist, 
or general practitioner of medicine becomes unfit 
for teaching when he opens an office downtown. 
We know that the converse is true. We know that 
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the physician never quits teaching as long as he 
practices his profession. 


My hope is to invite attention to a trend and 
to question some of the results we are getting. 
The medical schools now encourage every man 
to be a specialist, This means an increased num- 
ber of students and teachers. It means increased 
building for schools. 


Federal Funds 


I am sorry to say that even the American 
Medical Association has asked for federal funds 
to build medical schools, Can it beg at the federal 
pork barrel and then discourage and fight others 
who do the same thing? Calling for federal funds, 
for local and state projects, is to admit that we 
are not capable of caring for ourselves. When 
Americans as a whole revert to the point that they 
cannot take care of themselves, such will be the 
state of decay that survival is impossible. 

Recently, in Congress, there was a debate in 
the appropriations committee for the support and 
maintenance of medical schools. We are told that 
these are “one year” grants and that no strings 
are attached. Let me remind you that the Hill- 
Burton act, with its gifts of tax money, was put 
over on the same argument. And I do not need 
to remind you that the one year Hill-Burton act 
is now 10 years old and still going strong. 


I urge you to study the road on which we are 


embarked. I believe that the primary duty of the 


medical school is to provide physicians for the 
people of our country. If the school performs 
this duty, it will mean that it must train many 
more physicians to do general practice. 


Small Town Problem 


There are thousands of smaller towns (not vil- 
lages and crossroads) throughout America where 
a well-trained physician can perform a wonderful 
service and be well paid in the bargain. At the 
same time, in the cities, there are too many physi- 
cians for the population, with resultant waste of 
trained professional ability. It is a matter of dis- 
tribution, but the schools themselves have a part 
to play. They must train these men well enough 
to give superior medical attention because, in my 
opinion, to be a good G. P. demands more of a 
man than to be a good specialist. Thus, we have 
a problem. I hope that the Academy can find the 
way and, having found it, can appeal to the medi- 
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cal schools and to the many foundations that give 
liberally to these schools, Many millions of dollars 
are given by institutions to medical schools and 
earmarked for special research problems, Seldom 
are funds earmarked for the teaching of physi- 
cians, Research is wonderful, glamorous and at- 
tractive, but the production of physicians is a 
basic issue, a necessity. 


We must impress our educators that the needs 
must be filled first. In this, we must work in con- 
cert. The academy as a whole can do a lot to 
invite attention to the problem and this is one of 
its goals, 


Money for Education 


Somewhere, somehow, we must find a way to 
advise our great philanthropic foundations that 
money for education of a physician is of vital 
importance. We have no quarrel with research, 
no quarrel with the specialist, but the demands 
of today are greater than ever to induce dedicated 
men, men who love people, whose honesty and 
integrity are above reproach, to go to medical 


schools and to come out educated and able to go 
out into all areas where people live and look after 
their medical needs. Less than five per cent of 
illnesses need specialist care. Wake up our medical 
schools to this fact, because in most instances it 
is the schools that form the future trends of our 
future physicians. 


We must approach our educators and our legisla- 
tors without hesitation; we must speak our piece 
definitely and with conviction. We have influence 
if we will but use it. 

Terrific Thought 

Several months ago an industrial leader in Nash- 
ville made this defense of his actions: “I ent into 
politics because I saw that the men who go into 
politics govern those who do not.” That is a ter- 
rific thought. If I ever go deeper into politics it 
will be with the thought that I want to have a 
part in the rule which governs me. 

If I can encourage even half of you in this audi- 
ence to step into politics and influence in your 
home towns or in Washington for a return to 
sanity in government, I shall feel rewarded. 
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RUIDOSO SPEAKERS—S peakers at the summer clinic of the New Mexico Chapter of the 
American Academy of General Practice, Ruidoso, N. M., July 20-23, were, left to right, Dr. Stanley 
Rogers, Houston; Dr. Abel J. Leader, Houston; Dr. Fount Richardson, Fayetteville, Ark., president of 
the American Academy of General Practice; Dr. Arthur Glassman, Houston; and Dr. E. K. Neidich, 


Las Cruces. 
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MEETINGS 





Southwest Obstetrical and Gynecological Society 


Seven scientific speakers are scheduled for the 
ninth annual meeting of the Southwest Obstetri- 
cal and Gynecological Society in Palm Springs, 
California, November 2 and 3, 1959, with head- 
quarters in the Mirador Hotel. 


Officers of the Society are Dr. Donovan John- 
son, Santa Ana, Calif., President; Dr. Charles J. 
Newcomb, Tucson, President-Elect; Dr. John F. 
Wanless, San Diego, Vice-President; Dr. Zeph B. 
Campbell, Phoenix, Secretary; and Dr, Raymond 
J. Jennett, Phoenix, Treasurer. 

Speakers are as follows: 


Dr. Ralph C. Benson, Professor and Chairman 
of the Department of Obstetrics and Gynecology, 
University of Oregon Medical School, Portland, 
Ore.; Dr. Russell R. de Alvarez, Professor and 
Executive Officer of the Department of Obstetrics 
and Gynecology, University of Washington School 
of Medicine, Seattle. 


Other Speakers 


Dr, Bernard J. Hanley, Clinical Professor of 
Obstetrics and Gynecology and Chairman of the 
Department of Obstetrics, University of Southern 
California Medical School, Los Angeles; Dr. 
Charles E. McLennan, Professor and Chairman 
of the Department of Obstetrics and Gynecology, 
Stanford University School of Medicine, San 
Francisco. 


Dr. Daniel G. Morton, Professor and Chairman 
of the Department of Obstetrics and Gynecology, 
University of California, Los Angeles; Dr. Ernest 
W. Page, Professor and Chairman of the Depart- 
ment of Obstetrics and Gynecology, University of 
California, San Francisco; and Dr, Ralph R. Reis, 
Professor of Obstetrics and Gynecology, North- 
western University Medical School and Editor of 
Obstetrics and Gynecology, Chicago. 


Convention Committee 


Members of the convention committee are Dr. 
and Mrs, Paul Peterson, Fullerton, Calif.; Dr. and 
Mrs. Charles Baldwin, Palm Springs; Dr. and Mrs. 
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Rudolf Hack, San Bernardino, Calif.; Dr. and 
Mrs. James Oliver, Palm Springs. 

Dr. and Mrs, W. V. Treadwell, Santa Ana, 
Calif.; Dr. and Mrs. John Thysell, Palm Springs; 
Dr. and Mrs, Edwin Gomsi, Garden Grove, Calif.; 
and Dr. and Mrs. John Poyas, Laguna Beach, 
Calif. 


The complete program follows: 


Sunday — November 1 
6:00 p.m. Meeting of the Council of the Society 


Monday, November 2 
8:00 a.m. Registration opens 
8:15 a.m. Meeting of the Nominating Committee 
8:45 a.m. Call to Order 
Dr. Donovan Johnson, 
Santa Ana, California 
Announcements and Introduction of 
Guest Speakers 
Dr. Paul Peterson, Fullerton, Calif. 


President, 


Scientific Program 
Morning Session 
Dr. Charles J. Newcomb, 
Tucson, Arizona 
9:00 “A Coagulation Test Panel for the Evalua- 
tion of Abnormal Uterine Bleeding” 
Dr. Ralph C. Benson 
10:00 “Current Concepts of Dysfunctional 
Bleeding” 
Dr. Charles E. McLennan 
11:00 “Ruptured Uteri” 
Dr. Bernard J, Hanley 


Presiding 


Annual Business Meeting 
12:00 Presiding 


Dr. Donovan Johnson 


Luncheon and Round Table 


12:30 Presiding Dr. Ralph A. Reis 
Assisted by.... Dr. Charles Van Epps, 
Phoenix, Arizona 

Dr, Hermann S. Rhu, 

Tucson, Arizona 
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Afternoon Session 
Presiding Dr, John F. Wanless, 
San Diego, California 

2:00 “Placental Functions” 

Dr. Ernest W. Page 
3:00 “Protein Patterns in Normal and Toxemic 

Pregnancy” 

Dr. Russell R. de Alvarez 
4:00 “The Diagnosis of Ovarian Cancer” 

Dr. Daniel G. Morton 


Monday Evening 


6:00 Cocktails at Poolside — Dinner to Follow 
El Mirador Hotel 


Tuesday, November 3 


Scientific Program 


Symposium on Cancer 
Presiding Dr. Jesse A. Rust, Jr., 
San Diego, California 
9:00 “The Problem of Early Diagnosis of Cancer 
of the Cervix” 
Dr, Ernest W. Page 
“Fallacy of Papanicolau Smears” 
Dr. Bernard J. Hanley 
“Conization of the Cervix” 
Dr. Ralph C. Benson 
“The Implication of Lymphatic Exten- 
sion” 
Dr, Daniel G. Morton 
“Present Day Concepts of Treatment of 
Cancer of the Cervix” 
Dr, Russell R. de Alvarez 
“The Use of Linear Accelerator in the 
Treatment of Cervical Carcinoma” 
Dr, Charles E. McLennan 
10:30 Intermission 
10:45 Round Table Discussion 
Moderator Dr. Ralph A. Reis 
12:00 Meeting adjourned. No scheduled 
Luncheon Meeting. 


Tuesday Evening 
El Mirador Hotel 


6:30 Cocktails on the Terrace 

7:30 Banquet (Semi-formal Dress) 
Master of 
Ceremonies....Dr. William Buster McGee, 

San Diego, California 

Introduction of Guest Speakers 
Introduction of President-Elect, 

Charles Newcomb, M. D., 

Tucson, Arizona 
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CURRENT THERAPY 





Antithyroid Drugs 
A Review With Case Reports 


By Jack A. Bernarp, M.D., Et Paso 


Radioactive iodine therapy is replacing the sur- 
gical treatment for hyperthyroidism except for 
those patients with nodular goiters, but there is 
still a place for the medical treatment of patients 
with hyperthyroidism without nodules and in the 
preoperative preparation of patients. Also the drug 
may be of value to those physicians in outlying 
communities in which surgery or radioactive iodine 
therapy is not available. In such instances anti- 
thyroid drugs may be used and be effective at 
small expense with little danger. Such long term 
therapy is effective in about 50 per cent of the 
cases with reports ranging from 30 per cent to 50 
per cent. Disadvantage of such treatment is the 
toxicity of the drugs, but with careful observation 
and follow-up this is negligible. 


Propylthiouracil 


The antithyroid drugs include propylthiouracil, 
Tapazole (methimazole, Lilly) and Neomercazole 
(British Schering Corp., Ltd.). Propylthiouracil 
has enjoyed the widest usage and its toxicity is re- 
ported to be about 1.5 per cent. Dosage is 200 to 
400 mg, daily and then 50 to 150 mg. daily for 
maintenance. However for severe cases a higher 
dosage is recommended: 600 to 1000 mg. daily 
until the patient has quieted down and then the 
lower dosage for maintenance. 

Tapazole 

Tapazole is probably equally as effective but it 
has enjoyed less experience. Toxicity is reported as 
three to six per cent and includes chiefly derma- 
titis and fever. Dosage is 20 to 50 mg. daily to 
start and then maintenance of five to-10 mg. daily. 
The high instance of toxicity may be due to the 
higher dosages having been employed, and it is 
felt that dosages under 30 to 40 mg. will result in 
less toxicity. (Along this line of thinking the dos- 
ages used in propylthiouracil may be on the low 
side and thus the low toxicity of propylthiouracil; 
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it follows therefore that if higher dosages are used 
the toxicity may more nearly approach the tox- 
icity of Tapazole.) Tapazole is much more potent 
than propylthiouracil (at least 10 times as potent) 
and its action is much quicker, For example, it 
takes about five months to bring a patient under 
control with propylthiouracil whereas a patient 
may be brought under control with Tapazole in 
about three months. 

Neomercazole is recommended in the dosage of 
30 mg. initially with 15 mg. daily for maintenance. 


Toxicity 


The toxicity of the antithyroid drugs include: 
dermatitis, fever, nausea, leukopenia and agranu- 
locytosis. The patient should be carefully ob- 
served and followed for these and his blood counts 
should be checked periodically. 


Preoperative Medical Treatment 


For the preoperative medical treatment for sur- 
gical removal of the thyroid, the patient is put 
initially on 400 to 600 mg. daily of propylthioura- 
cil and then maintained on 50 to 150 mg. daily, 
starting Lugol’s solution ten drops three times 
daily one week prior to the surgery, Mortality is 
less than one per cent in such cases so managed. 
Disadvantages include: scarring, possible cheloid 
formation, possible laryngeal nerve paralysis and 
the usual complications of surgery. 

For long term antithyroid therapy the patient is 
maintained on the above dosage for approximately 
15 months. 

Long term therapy is indicated in young adults, 
children, in hyperthyroidism with complications 
and in recurrent postoperative hyperthyroidism. 

Surgery is reserved for nodular goiter with hy- 
perthyroidism. 

For all other cases: radioactive iodine is recom- 
mended. 
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The following are some case reports of long term 
medical management indicating the problems in- 
volved, dosage and manner of follow-up. 


Case Reports 


E.A.: A 40-year-old female first seen in 1950 
with the history of being nervous for approximate- 
ly six to 12 months and with a weight lost of 30 
pounds. Physical examination revealed an agitated 
restless female with marked tremor of her fingers. 
Her thyroid was diffusely enlarged with no nod- 
ules. Her weight was 102 pounds. BMR was plus 
59 per cent. Surgical removal was advised but 
patient refused, She was therefore started on pro- 
pylthiouracil 200 mg. daily. At the end of eight 
months she had gained 19 pounds in weight to 121 
and her BMR was plus 19 per cent. At 912 months 
her BMR was plus nine per cent with a mainten- 
ance of 100 mg. daily of propylthiouracil. At 17 
months treatment was stopped. She weighed 120 
pounds, BMR was plus four per cent. She had had 
no toxic effects from the drug. White blood counts 
were done weekly for the first month and then 
monthly thereafter. 


One and one-half years later patient returned 
with the complaint of being “overweight” and had 
gained to 130 pounds on no treatment. Nine years 
later (at this writing) patient is well, having had 
no further antithyroid treatment. 


Another Case 


KY: A 41-year-old male seen with the history 
of weight loss of 14 pounds. He weighed 116 
pounds (usual weight 130) and pulse was 112. His 
thyroid was diffusely enlarged. Laboratory find- 
ings: BMR of plus 47 per cent; PBI: 10.1 mcg. 
per cent. Patient was started on propylthiouracil 
800 mg, daily and in one month had gained 634 
pounds, weighing 12234 pounds and pulse was 
down to 90. His propylthiouracil was reduced to 
600 mg. daily. In two months he weighed 125 
pounds with pulse of 88 and propylthiouracil was 
reduced to 200 mg. daily. In seven months he 
weighed 12614 pounds with pulse of 84. His thy- 
roid gland had gradualy reduced in size until it 
was now normal in appearance. He is being main- 
tained on 100-200 mg. of propylthiouracil daily. 
No toxic effects have been observed. White counts 
and differential counts have been normal on each 
visit. 

Third Case 
BH: A 72-year-old female seen July 2, 1954, 
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with the history of goiter for seven years and who 
had been on propylthiouracil for two years. Phy- 
sical examination revealed weight of 12934, pulse 
92. She had marked trembling of her hands and 
there was a large toxic adenoma of the thyroid 
isthmus. X-rays showed displacement of the 
trachea to the right, Laboratory findings: BMR of 
plus 35 per cent. Her propylthiouracil was in- 
creased from 400 mg. daily to a 1000 mg, daily. 
Cyrstodigin 0.2 mg. daily which she was taking 
was continued. Three months later the propyl- 
thiouracil was reduced to 600 mg. daily as her 
BMR was plus 20 per cent with pulse of 92. 
Patient was seen again in 1957 with a BMR of 
plus 13 per cent. Propylthiouracil 250 mg. daily 
was continued, She was advised repeatedly to have 
the nodule removed but she continued to refuse 
surgery. 


Fourth Case 


CB: A 58-year-old white male seen with the 
complaint of a “goiter” of six months duration, of 
being very nervous and of a weight loss of 30 
pounds. He had refused radioactive treatment ad- 
vised by another physician. Physical examination 
revealed weight 115 pounds, down 30 pounds from 
his usual weight of 145. Pulse was 97, BMR was 
plus 47 per cent. His thyroid gland was diffusely 
enlarged. He was started on propylthiouracil 1000 
mg. daily and in one week he gained two pounds, 
weight of 117 pounds, Pulse was 100. Prophyl- 
thiouracil dosage was reduced to 800 mg. daily, In 
one month he gained four pounds to 121 and pulse 
was 92. Propylthiouracil 400 mg. daily mainten- 
ance was continued. In two months he gained to 
127, pulse was 92 and propylthiouracil was re- 
duced to 200 mg. daily. At 4% months weight 
was 12934, pulse 112 and 150 mg. Daily use of 
propylthiouracil was continued. He had normal 
blood counts throughout and there were no toxic 
effects. However the patient’s thyroid gland be- 
came progressively larger. He was therefore put 
on Lugol’s solution five drops daily which reduced 
the size of the gland and is being maintained on 
Lugol’s and propylthiouracil 100 mg. daily and is 
doing nicely. 


The above cases present some of the problems 
in the use of the antithyroid drugs in long term 
medical management. The dosage varies. Larger 
dosages for propylthiouracil are recommended in 
order to bring the patient under more prompt and 
better control and smaller dosages are recom- 
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mended for Tapazole in order to reduce the possi- 
bilities the toxic effects. 


Advantages of Tapazole 


Tapazole has an advantage over propylthioura- 
cil in that its action is more prompt and the drug 
is more potent. Careful follow-up of the patient 
is emphasized with careful check for any toxic 
effects. Repeated blood counts weekly the first few 
weeks and monthly thereafter are recommended. 

Preoperative antithyroid therapy is the same as 
the above except that Lugol’s solution 10 drops 
three times daily is given 7-10 days prior to 
surgery, 

Summary 


Long term drug therapy of hyperthyroidism is 
indicated in children and young adults and 
those patients with complications which make 
them a poor surgical risk and in other patients in 
outlying communities where surgery or radioactive 
iodine is not available or feasible for financial or 
other reasons, 

The dosage recommended is 600 to 1000 mg. 
daily initially for propylthiouracil and mainten- 
ance of 150 to 200 mg. daily. A little more cau- 
tion is indicated perhaps in Tapazole: keep the 
dosage around 30 mg. daily initially or less in 
order to avoid side effects. 

The patient is followed by his weight and pulse 
each visit and particularly by white blood counts 
every week for the first month then monthly there- 
after. Duration of treatment is about 18 months. 


For nodular goiters, surgery is indicated be- 
cause of the possibility of carcinoma. 
For all other cases: radioactive iodine therapy 
is recommended. 
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The Modified Boehler Operation for Patella Fractures 


Twenty-two Year Follow-up — Technique of Operation 
By Hersert E. Hiprs, M.D., Waco, Texas 


There is a method of treating fresh fractures 
of the patella that has been in use for twenty-five 
or thirty years in Europe. The method is a simple, 
uncomplicated one, it can be quickly done and the 
results are almost uniformly good; yet despite the 
fact that large numbers of American physicians 
have traveled and studied in Europe and many 
of them have seen this operation, it has never 
been adopted and used to any great extent in this 
country. 

I saw this operation first in 1933 in Vienna, 
Austria. On returning home I used it just exactly 
as Dr. Boehler described and did it, for about a 
year, and then I made one or two slight modifica- 
tions of it. This modified version of the Lorenze 
Béehler operation for fresh fractures of the pa- 
tella, I have used therefore, since 1934. It has 
been so satisfactory a procedure that I have not 
seen fit at any time since then to change my meth- 
od of treating them. ; 

I shall briefly show you the results of a twenty- 
two year follow up study on 216 cases so treated 
and I shall describe the technique of the operation 
for you. 

Table 1 contains some miscellaneous data about 
the operation. Note that the average operating 
time is only forty-five minutes, the shortest time to 
return to full duty was seven weeks, the longest 
time five months, but the averdge time was three 
months. 

The patients in Table 2 were seen before World 
War II, (1942). I could get no follow-up report 


MISCELLANEOUS DATA 
(BASED ON GOOD FOLLOW-UP GROUPS) 


MALE 70 FEMALE 4! 
YOUNGEST 19 OLDEST 62 
AVERAGE OPERATION TIME 45 MINUTES 
SHORTEST TIME TO FULL DUTY 7 WEEKS 
LONGEST TIME TO FULL DUTY 5 MONTHS 


Table I 
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on them. These data are based on the condition 
of the knee the last time the patient was seen in 
the office. 

Table 3 contains the data from sixty-two pa- 
tients also seen before World War II, but these 
data are based on written replies received from 
the patient, in response to a questionnaire. 

The follow-up information in Table 5 is based 
on a personal examination of the patient and final 


105- POOR OR NO FOLLOW-UP 
(BASED ON LAST TIME PATIENT SEEN IN OFFICE) 







































































a 87 se qoumaane WITH OPPOSITE 

LIMITED 1s ALL HAD FULL EXTENSION 

MOTION 18 HAD LIMITED FLEXION 

NORMAL 

QUADRICEPS 96 AS TESTED WITH WEIGHT 

STRENGTH 

FULL WORK 62 NO CHANGE IN OCCUPATION 

CLIMB STEPS 

NORMALLY 94 FULL RECIPROCAL MOTION 

LIMP 78 USUALLY AN EARLY MORNING LIMP 

- vo | Srren'h Bemiao'or mesr 

BONE UNION 93 TWO SLIGHTLY TILTED 

—- 12 SLIGHT SEPARATION ONLY 

: ~~ Table I 
PRE-WAR -62- GOOD FOLLOW-UP 
YES NO 
PAIN 7 |55 
FULL WORK 59] 3 
STRONG 59/3 
WEAK 7 | 55 
CLIMB STEPS 60} 2 
LIMP 21,60 
CHANGE OCCUPATION 1 | 61 
Table Il 


This information is based on the replies received from patients 
on a questionnaire sent to them. 
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x-rays made several months or years after the pa- 
tient was dismissed. These statistical data there- 
fore, more accurately show the results that may be 
expected from this operation than the other tables. 
These are patients who were treated since World 
War II, from 1945 through 1957, 

In this follow-up study we graded knee function 
as normal, good, fair, or poor. The criteria for 
this grading can be seen by referring to Table 4. 


CRITERIA FOR KNEE-FUNCTION 






































NORMAL 6000 FAIR _—_— POOR 
NORMAL EXTENSION ves| yes Yes ves 
NORMAL FLEXION ves| yes ves NO 
STRONG QUAD.(WT. TEST) | YES| YES ves No 
CLIMB STEPS NORMALLY | YES| YES Yes NO 
FULL ACTIVITY ves| yes ves | Wo 
PAIN NO | SOMETIMES | somETIMES | YES 
Limp NO No SOMETIMES| YES 

Table IV 


Note that all knees had good extension. The limitation of 
flexion noted in the “‘poor’’ results was never more than 25 
or 30 degrees. The weight test for quadriceps strength was done 
by having the patient lift a weight placed on his foot with his 
good leg and then compare the amount of weight and the 
number of times the patient could lift it on his other leg. The 
pain patients complained of was usually a transient early morn- 
ing pain or brief pain after a period of rest. 

The results in this postwar group are noted in 
Table 5. Note that forty out of forty-nine, 81%, 
had good bony union, a smooth articular surface, 
and a normal grading; in other words, for all 
practical purposes, a normal knee. 

The only poor result was in a fifty-seven year 
old man, who had bony union, but the fragments 
were in a slightly tilted position, so that with 
movement of the patella in the femoral groove 
some pain occurred. 

Two Significant Anatomical Points 

There are two anatomical point of great impor- 
tance which I shall review with you because you 
must be completely familiar with these two anato- 


POST WAR -49- GOOD FOLLOW-UP 












































KNEE FUNCTION X-RAY APPEARANCE 

BONE UNION | BONE UNION | FIBROUS UNION 

GRADE NUMBER 
SMOOTH NOT SMOOTH | . SGT oN 

NORMAL 40 —_ 40 
6000 4 — 2 2 
FAIR 4 —)> ' 2 ‘ 
POOR ' =) ' 

Table V 


Fibrous union with slight separation seldom if ever causes pain. 
Pain seems to occur from bony union with tilted fragments. 
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mical details to be able to understand the opera- 
tive procedure and to be able to do it properly. 


In Regard to Extensor Mechanism of Knee 

The quadriceps muscle inserts into the tibial 
tubercle and into the anterior margin of the tibia 
by three tendons, not just one. The major tendon 
is, of course, the central quadriceps tendon, which 
consists of the suprapatellar tendon, the tendinous 
portion around and about and in front of the 
kneecap and which is firmly attached to the knee- 
cap and the infrapatellar tendon below the knee- 
cap which attaches to the tibial tubercle. There 
are however, two other extensor tendons on each 
side of this main, central extensor tendon. There is 
the downward tendinous extension of the vastus 
medialis on the medial side and the downward 
tendinous extension of the vastus lateralis on the 
lateral side. Figure 1. 

In Regard to the Fascia Lata 

The fascia lata on either side of the kneecap 

blends with and becomes a part of the patella 











Figure I 
A—The central quadriceps tendon extending from muscle above 
to tibial tubercle below and enveloping the patella. 
B—Aponeurotic tension of vastus lateralis. 
C—Tendon of vastus medialis. 
D—Parapatella thickenings of central quadriceps tendon. 
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retinaculum and capsule at a level which is a little 
below the middle of the patella. Figure 2. Thus, if 
a transverse incision is made on either side of the 
kneecap, at the level of the middle of the kneecap 
or above, one will go through the skin, subcutane- 
ous tissue, fascia lata, and then the downward 
extending aponeurotic tendons of the vasti and 
capsule. 





Figure Il 
Showing that the fascia lata is a separate layer from the tendons 
of the vasti. 
1. Vastus medialis. 
2. Fascia lata. 
3. Aponeurotic tendon of vastus medialis. 
4. Blending line of fascia lata and retinaculum. 
This drawing was oes a in the Journal of Bone 
and Joint Surgery, Vol. 39 A- July 1957 in an article by Dr. 
G. W. N. Eggers, — “Surgical Division of the Patella Retin: 
acula to eo Extension of the Knee Joint in Cerebral 
Spastic Paralysis.’’ Permission has been received from the 
Editor of the J.B.J.S8. and from Dr. Eggers to use this sketch 


here) 


The fascia lata therefore, at the level of the 
middle of the kneecap is a separate layer, separate 
and distinct, from the flattened tendons of the 
vasti. It lies over, in front of them, but is separate 
from them. In some few instances this fascia lata 
layer may blend with the patella retinaculum at a 
slightly higher level, but not often. 


Pathology of Transverse Fractures of Patella 


In fractures of the patella with relatively wide 
separation of the fragments, the parapatellar and 
prepatellar portions of the central tendon are rup- 
tured and spread apart, and the tendons of the 
vasti are ruptured and spread apart, along with 
the capsule of the knee, but the fascia lata is sel- 
dom torn. Fig. 3. 

Sometimes, but not very often, the fascia lata 
may tear a little bit if it blends with the patella 
retinaculum at a higher level than normal. When 
it does blend at a higher level than normal and 
wide separation of the patellar fragments occur, 
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Figure Ill 


Showing untorn and intact fascia lata overlying ruptured tendon 
of vastus lateralis and knee capsule. 


multiple small splits or stretch-tears will be noted 
in it, Fig. 4. Also sometimes it will be found that 
the fascia lata tears transversely about an inch 
or two below the transverse level of the patella 
fracture, tearing at its blending line with the pa- 
tellar retinaculum, but this too is rare. 

As a rule, the fascia lata is not torn and the 
intact layer of fascia lata on either side of the 














Figure IV 
A—Marginal tearing of fascia lata at fracture site 
B—Multiple stretch-tears in fascia lata 
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kneecap hides the torn and widely separated ten- 
dons of the vasti beneath, so the operating sur- 
geon, if he does not know this, will fail to see and 
thus fail to repair those separated vasti tendons. 
Those tears of the vasti tendons can be visualized 
only by cutting the fascia lata transversely in line 
with the fractured patella. When this is done, the 
broad tear of the vasti tendons beneath it is easily 
seen. Fig. 5. 





Figure V 
The fascia lata has been cut transversely. The two fascial flaps 
are retracted upward and downward, exposing the torn tendon 
of the vastus underneath. 


Technique of Operation 


Apply a pneumatic tourniquet as high up on 
the leg as possible. Place a towel clamp into the 
tendinous tissue just above the upper patella frag- 
ment, pull downward on it and then inflate the 
tourniquet. If you do not do this, you may have 
some difficulty in getting the patella fragments 
together. 

A transverse incision at the level of the frac- 
ture best exposes all of the damaged structures. 





ee Figure VI 
A transverse incision best exposes all torn structures. 
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Fig. 6. The subcutaneous tissue is carefully dis- 
sected up off of the front of the patella fragments. 
On either side of the patella, the subcutaneous 
tissue is dissected upward and downward for an 
inch or so on either side of the incision, exposing 
thereby the bruised, hemorrhagic appearing fascia 
lata. The fascia lata layer as a rule is not torn or 
ruptured transversely, 

You now have the patella fragments exposed, 
the broken patellar surfaces are clearly exposed 
and the fascia lata on either side is clearly visible. 
Inspect carefully the area between the bone frag- 
ments. There may be one or more small pieces of 
bone which are entirely loose from the other pa- 
tellar fragments. If there are, remove them, be- 
cause they might work down into the joint. Do 
not remove large pieces and do not remove any 
pieces which are partially attached. 


Pair of Scissors 

Now with a pair of scissors make a transverse 
cut in the fascia lata on either side of the knee- 
cap. Turn these flaps upward and downward and 
you will find the ruptured tendons of the vasti 
beneath. Fig. 5. Place a towel clamp on each of 
the large patellar fragments and pull them closely 
together. While holding them close together, place 
a heavy mattress suture through the parapatellar 
thickenings of the central quadriceps tendon di- 
rectly on either side of the patella. Fig. 7. Great 
care must be used in placing these two sutures 
exactly right so that when they are tied they ef- 
fectively hold the articular surfaces of the patella 








Figure VII 
Patella fragments pulled i an sed with towel clips. Heavy suture 
a ig parapatella thickenings. A mattress suture is usually 
advisable. 
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closely, smoothly, approximated. If they are cor- 
rectly applied, the articular surfaces of the patella 
fragments will exactly oppose each other and the 
lateral and medial margins of the patella will be 
in proper, smooth, vertical alignment. 

Mattress sutures are now used to approximate 
the widely separated margins of the tears in the 
tendons of the vastus medialis and vastus lateralis. 
Fig. 8. 














Figure VIII 
Mattress sutures are necessary because of the frayed condition of 
these torn tendons. 


The fascia lata is sutured on either side. 


- Torn Shreds 


Carefully remove all of the torn shreds of the 
prepatellar central tendon which have fallen down 
over the raw bony surfaces. Turn them upward 
so that when the patella fragments are opposed, 
there will be no fibrous tissue between them. 


Mattress sutures are now placed in the superfi- 
cial anterior prepatellar portions of the central 
auadriceps tendon and when they are snugly tied 
the anterior or superficial portion of the patella 
is brought into the proper anatomical position. 

The subcutaneous tissue is approximated and 
the skin is closed with everting mattress sutures to 
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prevent the skin from adhering to the underlying 
structures. 

A dressing is applied, a sterile sheet wadding is 
wrapped around the knee and a large sponge 
plastic pad is placed over the front of the patella. 
Fig. 9. This is wrapped in place with an elastic 


SPONGE 





Figure 1X 
This large plastic sponge pad is wrapped snugly in place over 
the patella, ~~ -~ the patella against the smooth femoral 
groove. There is no better way to insure smooth alignment 
of the articular surfaces of the patella. 


bandage. The purpose of this pad is to compress 
the patella against the smooth underlying surface 
of the femoral groove. This automatically holds 
the patellar articular surface in perfectly smooth 
alignment. Plaster splints are applied to the knee, 
with the knee of course, in complete extension. 


Postoperative Care 


As a rule the patient is kept in the hospital four 
or five days, Then he may go home using crutches. 
He may walk, he may exercise the hip and foot, 
but of course, should not attempt to exercise the 
knee. 

At the end of three weeks from the date of the 
operation, the cast is removed, the sutures are re- 
moved, and the patient is started on active flexion 
and extension exercises for the knee, within the 
limits of pain, and only while in a standing posi- 
tion. In three weeks time the soft tissue structures 
will be grown together, but not very strongly, so 
these exercises must be done with the patient in a 
standing position, so that when he extends the 
knee, he does not lift the knee against gravity. By 
exercising the knee this way, he will not stretch 
those weakly united fibrous structures on either 
side of and in front of the kneecap. He is cau- 
tioned never to flex the knee enough to cause 
pain. He continues to use crutches. 

At the end of three more weeks or six weeks 
from the date of the operation he may begin ac- 
tive, vigorous extension exercises of the knee 
against gravity, while sitting on a table. At this 
time he may discard his crutches. Within another 
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week he may begin extending the knee with a 
weight on the foot to increase the strength of the 
quadriceps. The contracting force of maturing 
fibrous tissue will constantly and continuously hold 
the patellar fragments together until bony union 


occurs, 


Usually, at the end of another month or about 
three and a half months from the date of the 
operation, the patient will have normal motion 
in the knee and normal strength in the quadriceps 
and he can return to full activity. 

1612 Columbus St., Waco 
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N.M, AAGP—-New Officers of the New Mexico chapter of the American Academy of General 
Practice, elected at the annual summer clinic at Ruidoso, July 20-23, are, left to right, Dr. C. Pardue 
Bunch, Artesia, president; Dr. Jack Redman, Albuquerque, chairman of the committee on legislation 
and public policy; Dr. Randall W. Briggs, Roswell, secretary-treasurer; Dr. M. A. Tanny, Albuquer- 


S59 


que, director; Dr. J]. A. Rivas, Belen, delegate; and Dr. Wendell Peacock, Farmington, past president. 
Not shown is Dr. U.S. Marshall, Roswell, president-elect. 
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Warning To American Physicians 


Personal Experience with Socialized Medicine 


By Jacosus H. Veruave, M. D., Portales, N. M. 


Practicing Physician in Amsterdam, Netherlands, 1925 to 1948 


There are two systems of Socialized Medicine, 
which are essentially the same. Time is the only 
factor that distinguishes these. The systems are: 


1. Immediately identifiable Socialized Medicine, 
authorized by legislature, with establishment 
of public institutions and bringing into effect 
laws controlling the practice of Socialized Med- 
icine. This occurred in Great Britain. 

2. Disguised Socialized Medicine, supported by 
legal regulations. Disguised Socialized Medi- 
cine is masked by a complicated chain of a 
mutually dependent network of seemingly pri- 
vate committees and insurance companies. In 
the case of Disguised Socialized Medicine the 
administration and execution of these social 
medical laws is transferred to these organiza- 
tions, which then possess legal status. 

This type of step by step transition occurred in 
the Netherlands. It is obvious that Disguised So- 
cialized Medicine is better adapted to delude the 
medical profession than is Identifiable Socialized 
Medicine. 

For many years I gained experience with the 
concealed, gradual enforcement of Socialized Med- 
icine in the Netherlands. I propose to discuss 
Disguised Socialized Medicine in the Netherlands. 


Humanitarian Responsibility of the Medical 
Profession Is Exploited by the Lawmakers 


Around the turn of the century in the Nether- 
lands there existed the so-called ‘“Physician- 
Funds” founded and conducted by private phy- 
sicians, Guided by humanitarian instincts, they 
provided medical care to low income groups for a 
negligible weekly premium, These private institu- 
tions, scattered over the country, did not have 
any mutual relationship. Gradually they were 
taken over and incorporated by private insurance 
companies. 

Many unsuspecting physicians were pleased, be- 
cause their administrative burden was removed. 
Up to the time of the German occupation of the 
Netherlands, the income from private practice was 
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in general greater than the income paid by the 
insurance companies. The Nazi regime imposed 
compulsory Socialized Medicine a short time after 
their arrival in the Netherlands, however in a 
rather limited degree. After the liberation the 
successive socialistic governments maintained all 
these regulations concerning Socialized Medicine, 
gradually increasing its spectrum. 


At first every employee and his family, earning 
less than 2500 guilders ($700) was compelled to 
register for medical care. The premium was 
withheld from his wages, and at the same time a 
premium paid by the employer was added. After 
a short time the income limit was increased to 
3400 guilders ($900) and step by step, from year 
to year the limit of compulsory insurance was 
raised and is now 6900 guilders ($1800). 


However the last socialistic government planned 
to increase the limit further. Entire groups of 
employees, sailors, officials and the aged were 
added to this insured category piecemeal, but 
never at the same time. At the present 95 per cent 
of the population is compelled to accept Socialized 
Medicine by this subtle, indirect mechanism. 


Compromise of the Quality of Medical Care 
Under Socialized Medicine 


Under Socialized Medicine the unlimited avail- 
ability of medical care, treatment, and preventive 
medicine entails overcrowded waiting rooms and 
waiting lists for non-emergency hospital treatment. 
An average of only a few minutes is available for 
the patient. There is no time for a skillfully di- 
rected history and adequate examination. 

Under this system a conscientious physician 
will attempt to salvage his responsibility by re- 
ferring serious cases to a specialist. Because of 
this the office hours of the specialist shows a 
similar picture. As a result of this situation the 
aforementioned committees have compelled the 
physician to refer no more than the average re- 
ferring rate of the area of their jurisdiction, at 
the risk of a financial penalty subtracted from 
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his professional insurance income. The rising cost 
of drugs and diagnostic procedures requires a 
continuing increase of premium payments, 


However, this method can never compensate 
for the deficit, Another semi-official committee is 
appointed to arbitrarily compose a list of drugs 
which the physician must choose from, This com- 
mittee also specifies how much of any drug a 
physician may prescribe in his treatment of pa- 
tients. A drug not mentioned in this list cannot 
ordinarily be prescribed, even if the patient is 
willing to pay for it. Infringement of this rule is 
punishable by subtracting the cost of the drug 
from the physician’s income. 


Another rule is, if the average cost of prescrip- 
tions of a physician is over 10 per cent of the 
average cost of prescriptions in the area, this ex- 
cess shall be subtracted from his income. A host 
of officials and their offices is needed to calculate 
this material. The committees and insurance com- 
panies maintain the fiction, that every drug 
deemed necessary by the physician can be pre- 


scribed. 


To preserve the fiction of this system another 
committee is appointed to evaluate requests for 
prescriptions of unlisted drugs. Because these 
committees meet usually once a week, most physi- 
cians refrain from the red tape of such detailed 
written documentation, Every Dutch physician 
swears before obtaining his license, that he will 
practice medicine to the best of his ability and 
knowledge. Thus he is in continual conflict with 
his professional and moral conscience. 


Dangers of Socialized Medicine to the Physician 


The insufficient time available for each patient 
inevitably leads to only the treatment of symp- 
toms, so that a truly serious illness is recognized 
too late. In order to earn a living a physician is 
forced to treat an excessive amount of patients, 
on a quantity rather than a quality basis. A fixed 
sum is quarterly paid for each patient. 


Each patient obtains the right of unlimited 
house and office calls. Because the great majority 
of cases seen are of non-serious character, there 
is a tendency to see each complaint as a trivial or 
temporary ailment. Most Dutch physicians, there- 
fore, have the unsatisfactory feeling, that they are 
handicapped in the performance of their duties. 
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Attempts by the physician to limit the number 
of house and office calls, by paying a very small 
fee for each visit, by the patient, (so-called “ticket 
moderateur” or “limiting ticket”) have failed, be- 
cause the rights, given to the patient by the law, 
could not be compromised. 


Warning to the Medical Profession 


Because I have practiced medicine under the 
socialized system existing in the Netherlands, and 
because I am now practicing in the United States 
of America, under our present system of private 
initiative, I feel it my moral duty to make known 
my enforced knowledge of this subject. The in- 
sidious, step by step, intrusion of Socialized Medi- 
cine into our private practice causes less resist- 
ance on our part than the abrupt transition which 
occurred in England. 


I am convinced that, if-the individual American 
phyisician becomes aware of these disguised dan- 
gers, he will resist the intrusion of Socialized 
Medicine by all available means, The unity shown 
by Dutch physicians during the German occupa- 
tion, against the compulsory Nazi physician’s or- 
ganization proves that even a reckless enemy can- 
not force his will on a united medical power. 


Unfortunately the disunity created among 
Dutch physicians, particularly among their lead- 
ers, concerning the introduction of social medical 
laws after the liberation, has caused a situation 
from which one can only escape by immigration. 


In this country the only limitations to the prac- 
tice of superior medicine is the extent of the phy- 
sician’s knowledge, training and conscience. I 
think it is desirable that other foreign physicians, 
established in the United States of America, pub- 
licize their experience with Socialized Medicine, 
so that every American physician may become 
aware of the threatening dangers of the future. 


Previous experience makes me grateful and 
proud to be priviliged to practice medicine as we 
know it in America today. I trust, it will not be 
again a case of “‘too little and too late.” 


“Un homme averti en vaut deux” 
July 10, 1959 


112 East 4th St. 
Portales, New Mexico 
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A New Approach in the Treatment of 
Peptic Ulcer and Associated Syndrome 


By WituaM L. Janus, M.D., Desert Hospital, Palm Springs, California 


Wolf and Wolff (1) reported that certain emo- 
tional stimuli can cause abnormalities in gastric 
physiology, commonly seen in combination with 
peptic ulcers. These include gastric secretion, mu- 
cosal turgescence, hypermotility (rapid empty- 
ing) and pylorospasm. In addition to the roles 
played by the central nervous system and the 
vagus distribution, local factors at the gastric 
or duodenal site are essential for the production 
of the ulcer. 

The conditions include the ability of the stom- 
ach to secrete free hydrochloric acid plus a local 
loss of resistance to the same acid. Barborka and 
Texter (2) aptly stated “The common denomin- 
ator of all peptic ulcers is that they occur in ti- 
sues bathed by the gastric acid juice.” The role 
of gastric secretion in the production of peptic 
ulcers and with their. healing is 
therefore widely recognized. 


interference 


So far, it has not been possible to reproduce ex- 
perimentally a genuine peptic ulcer in animals 
or humans by supplying an overabundance of 
hydrochloric acid or pepsin. 


Low Acid Secretion 


Occasionally, ulcer syndrome is seen in the 
presence of low acid secretion. In some few pa- 
tients who are free from ulcers, a high gastric 
secretion level may be observed. It would be de- 
sirable for the stomach and duodenal cap to 
maintain a pH of no less than 3.5 to 4.0, al- 
though healing can occur with higher hydrogen 
ion concentration. 


In the treatment of a peptic ulcer the ideal 
approach would be to heal the ulcer and keep it 
under control, which may be accomplished by 
dietary measures, psychotherapy, when indicated, 
rest and medication. There is almost unanimity of 
opinion regarding the value of antacids, adsor- 
bents and anticholinergics in ulcer therapy. Sippy’s 
(3) method, with some modification, is still re- 
garded as the classic treatment of peptic ulcer of 
the stomach and duodenum, with emphasis on 
neutralization of acid with proper diet and ant- 
acids. 


*Manufactured by Sandoz Pharmaceuticals. 
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It is said that the use of the usual antacids per 
se leaves much to be desired because much of the 
antacid taken leaves the stomach too quickly, 
and that the ideal antacid is one that is retained 
in the stomach for a prolonged period. 


Antacid Preparation 


This report concerns itself with the use of a 
long-acting antacid and anticholinergic prepara- 
tion (BepHan), as well as a sustained-action ad- 
sorbent antacid preparation (pHan), Both are 
prepared by a special process which enables the 
active ingredients to be released over a period of 
several hours. ' 

Weiss et al. (4) and Hock (5) reported their 
favorable experience with BepHan and found it 
to be an effective, convenient, well-tolerated pro- 
cedure for the treatment of a variety of gastro- 
intestinal disorders. 

This antacid-anticholinergic therapy in the form 
of Spacetabs*, contains 450 mg. aluminum hy- 
droxide glycine, 60 mg. magnesium oxide, and 
0.5 mg. Bellafoline® (levorotatory alkaloids of 
belladonna), a potent anticholinergic which is re- 
leased at the rate of about 50 percent during the 
first hour and the remainder during a period of 
six to eight hours. The antacid-adsorbent sus- 
tained action tablet consists of 450 mg. aluminum 
hydroxide glycine and 60 mg. magnesium oxide. 

This combination was employed in the main 
when supplemental antacid therapy was required. 
Kirsner et al. (6) observed that gastric acidity 
was almost completely controlled when atrophine 
was combined with an alkali, and that the addi- 
tion of atrophine permitted the use of smaller 
amounts of alkali. 

According to these workers, the greater effec- 
tiveness was due to the reduction in volume of 
gastric secretion and to the prolongation of gastric 
emptying time produced by atrophine, which is 
a most important consideration since the stomach 
is hyperactive. Kramer and Ingelfinger (7) dem- 
onstrated that the duration of action of Bella- 
foline® is twice that of atrophine. 

A study was made of 50 patients, including 34 
proved cases of duodenal ulcer, three gastric ul- 
cer, four hiatus hernia (with hyperacid syn- 
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drome) and nine cases of diagnosed hyperacid 
syndrome (see Table I). All patients were exam- 
ined by fluoroscopy and X-ray films, following 
oral barium. The criteria for pept’c ulcer diag- 
nosis are classic, and I would like to discuss ob- 
servations made particularly in borderline cases. 

For every peptic ulcer clearly outlined under 
X-ray examination there are many occult lesions 


existing in a spastic or atonic duodenal bulb, or 


surrounded by mucosal edema in the distal stom- 
ach or proximal duedenum, In the early symp- 
tomatic stages the actual X-ray findings may 
show only gastric hypersecretion, mucosal edema, 
pylorospasm, spastically deformed duodenal bulb, 
or an extremely irritable proximal duodenal loop. 

The actual lesion may resemble the superficial 
erosion of herpes on the lip. It may never retain 
barium to form a crater on the film, but the 
surrounding area always shows a marked devia- 
tion from normal physiology. A very small peptic 
ulcer located near the pylorus or base of the cap 
can Cause extreme pain, nausea, vomiting and py- 
lorospasm. 


Gastric Ulcers 

Gastric ulcers, however small, produce an ex- 
cessive amount of gastric mucosal edema, mucous 
secretion and gastric muscle spasm (incisural de- 
formities). The constant pain, not relieved by food, 
is typical of the gastric ulcer, both benign and 
malignant and might often be located high in the 
left abdomen, or over the sternum and left 
thorax. 

Many backaches are produced by posterior 
wall duodenal ulcers, referred to the left upper 
renal and twelfth rib areas. Symptoms diminish 
directly in proportion to the distance from the 
pylorus with duodenal ulcers until we reach the 
second portion of the loop, where “silent” bleed- 
ing ulcers are often found. 


Course of Study 

During the course of this study, the early un- 
complicated ulcers responded satisfactorily. Other 
cases were treated and responded rapidly, but 
were not included in this report because real 
pathology or disturbed physiology was not con- 
firmed by X-ray. 

Clinically, it is a challenge to cope with those 
cases which do not heal so readily and progres- 
sively. Many such patients have had a previous 
diagnosis of peptic ulcer or can be diagnosed by 
a quick glance at the upper gastrointestinal tract. 
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They have chronic gastric mucosal hyperemia, 
bleeding, pyloric and duodenal scarring and in- 
duration, and the pylorus may be scarred in a 
fixed open position rather than showing obstruc- 
tion, The duodenal cap may also show loss of 
volume and tonus due to recurrent scarring. 


These factors accentuate rapid gastric empty- 
ing and recurrence of symptoms after food or 
usual medication. These are the patients who 
have been on various types of therapy short of 
surgery, and are suitable for cont’nuous sustained 
action antacid therapy. 


Bland Diets 


After diagnoses were established, the patients 
were placed on relatively bland diets of their own 
choice, with increased intake of proteins and four 
or five diminished volume feedings daily. The 
physical activity of all patients was limited where 
possible and the number of resting hours in- 
creased, Strict bed rest or hospitalization was 
limited to those patients with bleeding or disabling 
pain. 

The usual omissions of coffee, tea, citrus fruits, 
spices, condiments and carbonated beverages from 
the diet were enforced. It is believed that very 
moderate use of tobacco or alcohol is not harmful 
if the stomach is protected by the presence of 
food. Medication consisted of two sustained action 
antacid tablets (without an _ anticholinergic), 
chewed and swallowed, followed by water or milk, 
and food every two hours. 


This was augmented by one sustained action 
antacid-anticholinergic tablet which contained 0.5 
mg. Bellafoline, taken in the same manner after 
breakfast and at bedtime. A few patients com- 
plained of excessive dryness, or blurring ef vision, 
no doubt aggravated by the warm and dry climate 
of the desert. When this occurred, one-half tablet 
was chewed four times daily. Our plan of therapy 
was continued with each patient for approximate- 
ly four weeks with favorable remission of symp- 


toms. 
TABLE I 
DIAGNOSIS No. of Not Favorable 
Patients Healed Improved Improved Results 
1. Proved duodenal ulcer 34 22 10* 2 64% WA% 
2. Proved gastric ulcer 3 3 6% 100% 
3. Proved hiatus hernia 4 3 1 6% 75% 
(with diagnosed syndrome) 
4. Diagnosed hyperacid syn- 9 9 - 18% 100% 
drome (no crater demon- 
strated) 
TOTALS: 50 25 22 3 94% 


*Proved duodenal ulcers not re-examined. 
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A peptic ulcer should heal quickly unless com- 
plicated by scarring or poor blood supply. The 
patient who talks about his ulcer year after year 
is usually describing a new ulcer location each 
time and there is little reason to continue medica- 
ton or diet for months. 

Once a diagnosis is established treatment should 
be pursued only when symptoms occur or recur. 
Sustained action antacid-anticholinergic tablets 
described in this study are palatable, convenient to 
take and effective. The harrassed patient is hap- 
pier when the diet is not restricted or too com- 


plicated. 
CASE HISTORIES 


Case 1, female, age 38, office nurse: 


Several months’ history of constant left upper 
quadrant pain radiating to left sternum and left 
thorax, Loss of appetite and weight, pain never 
completely relieved by food, physical signs not 
present. After X-ray, diagnosis was made of a gas- 
tric ulcer. Patient was treated with one tablet of 
BepHan, chewed after breakfast, and one at 
bedtime, for four weeks and the ulcer crater was 
reduced to half its size. Further treatment was 
continued until complete healing, as evidenced 


by X-ray. 


Case 2, male, age 52, dentist: 

Long history of peptic ulcer without surgery. 
Recent exacerbation with worst pain at night; 
pain through and through from left epigastrum 
to back, and no nausea, vomiting or intestinal 
bleeding. Distress, gas, burning almost constantly, 
worse when tired or working. Diagnosis con- 
firmed by X-ray. This patient responded in two 
weeks to BepHan, one tablet chewed after break- 
fast and one at bedtime, and supplementary 
therapy with two tablets of pHan chewed every 
two hours. Recheck X-ray examination showed 
healing and normal physiology in three weeks. 
Some scarring remained in duodenal cap. 


Case 3, female, age 42, housewife: 

For several years patient had complained of 
upper abdominal distress, gas, indigestion; there 
was no bleeding but occasional back pain near 
kidney. Diagnosis was not made until upper gas- 
trointestinal series revealed active duodenal ulcer, 
fairly acute, with mucosal edema. Patient respond- 
ed rapidly to BepHan, one tablet chewed after 
breakfast, and one at bedtime. She was completely 


c 
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free of symptoms and the ulcer healed within 14 
days. 
Discussion 

It has been said that 5 percent to 10 percent of 
the population will at some time have a lesion 
such as peptic ulcer (Morlock 8). If the etiology 
of peptic ulcer were better understood, it is quite 
possible that treatment would be more satisfactory. 
These factors which have been mentioned as 
playing a role in the production of peptic ulcer 
include trauma, vascular lesions, allergy, focal 
infection, nutritional disturbance, tissue suscepti- 
bility, hypersecretion of acids, and last but not 
least, psychosomatic factors. Kraines (9) is of the 
opinion that in the therapy of ulcer patients who 
have either a depressive equivalent or in whom 
ulcer symptoms are aggravated by depression, 
psychotherapy is advisable, as well as central stim- 
ulants and sedatives, when indicated, The medical 
management of the ulcer is a prerequisite to suc- 
cess and when ulcer symptoms are intractable, 
surgical inteference might be considered. 

Summary 

1. A new sustained action antacid-anticholinergic 

preparation was used in fifty cases of proved 

benign ulcer of the stomach and duodenum. 
2. The results obtained were believed to be due to 
prolonged reduction of gastric motility with 
delayed gastric emptying and greater retention 
of the antacids in the stomach. 
This therapy, combined with diet and psycho- 
therapy when indicated, represents an advance 
in the medical treatment of gastrointestinal 
disturbances associated with hyperacidity and 
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hypermotility. 
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what lurks beyond the broad spectrum? 


“Broad spectrum” has evolved into an especially apt term to describe a growing number of “specialized” antibiotics. 
These provide the best means of destroying pathogenic bacteria which range all the way from large protozoa through 
gram-negative and gram-positive bacteria to certain viruses at the far end of the spectrum. 

But beyond the spectrum lurk pathogenic fungi. Aggressive infections often require intensive broad spectrum antibiotic 
attack. It becomes more apparent every day that fungal superinfections may occur during or following a course of such 
therapy.” Long term debilitating disease, diabetes, pregnancy, corticosteroid therapy, and other causes may predispose 
to such fungal infections’** as iatrogenic moniliasis. These facts complicate the administration of antibiotics. 
Mysteclin-V controls both — infection and superinfection. Mysteclin-V makes a telling assault on bacterial infections 
and, in addition, prevents the potentially dangerous monilial overgrowth.”** Mystéclin-V is a combination of the 
phosphate complex of tetracycline —for reliable control of most infections encountered in daily practice — and 
Mycostatin, the first safe antifungal antibiotic. 

Case history after case history marked “recovered” provides clinical evidence of the special merit of this advance in 
specially designed antibiotics. When you prescribe Mysteclin-V, you provide “broad therapy” with extra protection that 














extends beyond the spectrum of ordinary antibiotics. cuverecuw®, aunven’®, ano ‘urcosrarin’® ane squiee Taxpemanne 
ied: Tetracycline Phosphate References: 1. Downs, | s F.: Postgrad. ont 23:604 
Sup, P lied: Complex equiv. Mycostatin See 3 oe mie, A. 5: Shee, J. G.. ond ~g U4 
Tetracycline HCI (mg.) units gooetia ame. q 
33582 (Aug) 1087 Dick 
Mysteclin-V Capsules (per capsule) 250 250,000 ¥ denne Er 2 ) ee 
Mysteclin-V Half-Strength Capsules (per capsule) 125 125,000 | prsez'6 campbell EAS P 
P P Antibiotic Med. Clin. Ther. 
Mysteclin-V Suspension (per 5 cc.) 125 125,000 Chamberlain, C.; Burros, Tm M., 
Mysteclin-V Pediatric Drops (per cc. — 20 drops) 100 100,000 | $24 Alll, J. H.: Antibiotic 
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Case No. 1139 


Presentation of case by W. A. Jones, M.D. 


History:—Dr, Nathan Kleban: 


A 31-year-old housewife was admitted to the 
hospital on Oct. 1, 1958, because of vomiting, 
tremors and convulsions, 

An illness said to have been meningitis hospital- 
ized the patient elsewhere in 1956 for one week. 
Persistent headache and occasional right-sided 
weakness were residues of this episode. 

Failing vision began in September, 1957, and 
was not benefitted by glasses. An operation on the 
head was performed in March, 1958 at another 
hospital. Two weeks later, vision in the right eye 
was completely lost but the patient was able to 
distinguish between light and darkness with the 
left eye. 

On Aug. 19, 1958, the patient entered the hos- 
pital complaining of headache. Blood pressure was 
90/70. There was a healed median occipital- 
parietal scar. Pupils were dilated, non-reactive to 
light, with absent visual perception and bilateral 
optic atrophy. Pain was produced on neck flexion, 
One examiner found a positive Kernig sign; an- 
other did not. A grade one systolic murmur was 
heard at the apex. There was a side-based gait. No 
other abnormal neurological findings were elicited. 

Opening pressure on lumbar puncture was the 
equivalent of 520 mm. of water, Closing was 170. 
There were 153 cells, 32 polys, 68 lymphs. Sugar 
was 27 and protein 19.5 mg. per cent, Chlorides 
were 128 m®q/L. Second strength PPD tuberculin 
skin test was positive at 72 hours. No acid-fast 
bacilli grew out on cultures from three gastric 
washings. Erythrocyte sedimentation rate was 44 
mm. at one hour. VDRL was negative, Blood 
counts and urinalysis were normal. 

Skull films were interpreted as demonstrating 
*. . . loss of the dorsum sellae with enlargement 
and invasion of the body of the sphenoid . . , con- 
sistent with . . . pituitary . . . chromophobeade- 
noma.” Chest was reported “healthy chest.” 

Electroencephalogram was interpreted as dem- 
onstrating increased intracranial pressure, Chronic 
degenerative changes in the left temporal and fron- 
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tal and right occipital areas were possible on the 
basis of an abscess. 

X-ray therapy was started but was stopped 
after one week because of nausea and vomiting. 
Patient was discharged on Sept. 10, still complain- 
ing of bilateral temporoparietal headache, vomit- 
ing, blind, confused, and tremulous. 


One Week Later 


She was seen one week later in clinic and stated 
that she could see some objects. It was noted that 
she had received nine or ten treatments for pitui- 
tary tumor. On Sept, 25, she reported that her 
vision had improved but that she had a toothache 
in the region of the lower two premolars. It was 
observed that the patient had pyorrhea. 

When readmitted on Oct. 1, physical examina- 
tion was said to be unchanged from her previous 
admission. 

Temperature was 98.2. Rectal temperatures 
later ranged between 99-100. Pulse was 120. Blood 
pressure was 110/70. 

Patient complained of head pain, vomited, was 
confused and incontinent, Additional irradiation 
was considered but was thought to be contraindi- 
cated by the radiology department. Episodes of 
involuntary movements of the right arm with ex- 
tensor spasms of the legs began. 

Lumbar puncture was repeated. Pressure was 
not recorded. 

Ventriculogram was done on October 23, under 
general anesthesia. Four days later, a right tem- 
poral parietal craniotomy was performed, When 
the tightly distended dura was cut, the brain 
bulged into the incision space. As much as possible 
of the pituitary gland, which was described as a 
solid tumor eroding into the sphenoid bone, was 
removed with a rongeur. The optic nerve was not 
found. 

Immediate postoperative condition seemed to 
be good, but the patient died early the next morn- 


ing. 
Laboratory Findings: 
X-ray—Ventriculogram—10-23-58—‘“Both lat- 
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eral ventricles are markedly dilated but not shifted 
or deformed. The rest of the ventricular system is 
not visualized, The previously described changes 
in the sella turcica are noted again. 


Conclusion: Marked internal hydrocephalus, 
probably the result of the known pituitary tumor.” 


Electrocardiogram—10-27-58—‘Sinus tachycar- 
dia, acute cor pulmonale.” 


Pathological Tissue Report—10-27-58—‘Speci- 
men consists of a few tiny, reddish-brown, hemor- 
rhagic fragments of tissue. Microscopic: The sec- 
tion shows fragments of brain and pituitary tissue. 
The general structure of the pituitary is well pre- 
served, with foci of hemorrhage. There is no evi- 
dence of tumor, The brain fragments show hemor- 
rhage, necrosis, and areas of inflammatory infiltra- 
tion composed of lymphocytes and plasma cells. 
Usually these inflammatory infiltrates are located 
in a perivascular arrangement. 


Diagnosis: Fragments of pituitary tissue; en- 
cephalitis.” 


Blood Counts: 10-2-58: Hb. 14.5 gms. Ht. 41 
vol. %, WBC 8,300, Eosin. 2, Stabs. 1, Segs. 71, 
Lymphs. 21, Monos, 5. 10-22-58. Hb. 14.3 gms., 
Ht, 42 vol. %, WBC 8,300, Eosin. 4, Segs. 48, 
Lymphs. 46, Monos. 2. 10-23-58: Hb, 14.9 gms., 
Ht. 44 vol. %, WBC 11,100, Stabs. 2, Segs. 75, 
Lymphs. 22, Monos. 1. 10-26-58: Hb. 14.6 gms., 
Ht. 45 vol. %, WBC 12,250, Eosin. 1, Ségs. 77, 
Lymphs. 22. 

Urinalyses: 10-2-58: Clear, acid, $.G. 1,032, Al- 
bumin negative, sugar trace, acetone pos., WBC 
3-5, RBC 1-4, few sq. ep. cells. 10-22-58: Red, tur- 
bid, alkaline, S.G. QNS, albumin 2+, sugar neg., 
RBC innumerable, much bacteria (catheterized). 
10-23-58: Straw, cloudy, alkaline, S.G. 1.017, Al- 
bumin 1+, sugar negative, WBC 15-20, RBC 30- 
40, few sq. ep. cells, phosphate crystals, 10-26-58: 
Yellow, cloudy, acid, S.G. 1.026, sugar and albu- 


min negative, much amorphous sediment, 


Spinal Fluid: 10-17-58: 153 WBC, polys 19, 
lymphs. 134, sugar 30 mg. %, total protein 45.8 
mg. %. 10-23-58: Cerebrospinal fluid for cell count 
and protein too bloody (total protein 25 mg. %). 
10-30-58: Kahn negative, gold curve 5555431000. 


Clinical Discussion: 
Dr. W. A. Jones: 
The patient’s history has been set forth and here 
are films of the ventriculogram of October 23. 
You see a markedly dilated ventricular size with 
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no displacement. The sella turcica does look like 
it has been eroded some, but that is not unusual 
with increased intracranial pressure, To show you 
how scientific the X-ray men are, they figured this 
patient for a pituitary tumor. Look at these films. 
From the description of the protocol, you would 
look for a lesion of the fourth ventricle, either an 
infectious process as a meningitis or abscess or 
parasitic infection. 

It is a little suspicious for tuberculosis meningitis 
but not diagnostic. Nothing is said here about the 
neurological findings, except she was blind, and 
after taking three treatments of X-ray she saw 
light. She was explored and they said they found 
a large pituitary tumor, yet when the microscopic 
study was done it was normal pituitary tissue and 
encephalitis associated with fragments of brain. 

It would be interesting to know what the neuro- 
logical examination presented, whether she had 
weakness of one side or the other or increased or 
decreased reflexes and so forth, but we don’t have 
these data. It is my guess that there is internal 
hydrocephalus probably due to an_ infectious 
process, either a tuberculous meningitis or an or- 
dinary meningitis, infectious type of meningitis, or 
a parasitic infection, or she could have had pos- 
terior fossa tumor, cerebellar type, 

We don’t have any air in the fourth ventricle. 
With the cell count of 153 cells, 32 per cent polys, 
68 per cent lymphocytes, sugar 27, total protein 
19.5 and normal chlorides, one would have to 
think about the possibility of a meningitis. 


Question: How about the spinal fluid pressure ? 


Dr. Jones: 

The first time they took it, it was 520 and was 
not measured later. If you take fluid out it will 
drop down. We had a kid 13-years-old, and they 
did a spinal puncture on him and he had spinal 
pressure of 70 and he had a tumor, Certainly with 
pressure of 520 it would be very hazardous to try 
and do an encephalogram. 

They were suspicious of an abscess in the occipi- 
tal lobe. I rather doubt that because of the large, 
dilated ventricles. This is a hydrocephalus; a com- 
municating type can give this, a tumor in the pos- 
terior fossa can, or an abscess or infectious process. 
I had a case not too long ago that had a cysticer- 
cus in the fourth ventricle which gave us a picture 
similar to this. 


X-Ray Discussion: 
I would like to point out the marked erosion of 
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the sella which can confirm the clinical impression 
of pituitary tumor. This patient was blind and so 
she was sent to us as a pituitary tumor. We started 
therapy and she did apparently respond somewhat 
to therapy. 

I agree this is a marked dilatation here (point- 
ing) and indicates the probability of a fourth ven- 
tricle or posterior fossa lesion or inflammatory 
process. If so, why did she respond to radiation 
therapy to some extent?; and she did. 

She was totally blind, she told us herself, and 
during the course of therapy she regained not only 
light perception but could actually distinguish ob- 
jects for a little while and then began to deterior- 
ate, began to get severe headaches and as I recall, 
we stopped therapy. 

However, in view of the X-ray findings, I be- 
lieve it is more likely to be obstruction from a les- 
ion in the posterior fossa, although I can see noth- 
ing that indicates a tumor. I would think of an 
inflammatory process, 


Assuming that this was just an inflammatory 
lesion and leaving out all tumor discussions, strict- 
ly from the microscopic examination of the tissue 
as it was reported here, I think a good thought is 
to wonder about osteomyelitis with extension to 
the sphenoid from the sphenoid sinuses, which 
has eroded both into the posterior clinoid process 
and involves both lateral sinuses and the optic 
nerve as well. 

This is even more borne out by the definite but 
small response to X-ray, to restore the function of 
the optic nerve. Another point here is a gold curve 
which seems to be an inflammatory or granuloma- 
tous type of response. 


Dr. J. E. Stern: 


This patient reminds me a little bit of the Gil- 
bert and Sullivan “Pinafore’’ — things are seldom 
what they seem. At a recent neurological meeting, 
a film was shown with a very large sella. This film 
had been reproduced for many years as a film of 
pituitary tumor and at operation it turned out in 
fact to be! 


There are a couple of other disjointed remarks 
that might be of some interest. First of all, Dr. 
Jones, Torula may be very difficult to count in the 
spinal fluid. Other types of cells are also seen in 
the spinal fluid, for example from a meduloblas- 
toma, which can be confused at times even by a 
skilled pathologist, with ordinary lymphocytes. 
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In addition I would like to mention one other 
thing which I feel definitely does not apply here 
because there is no anemia, and that has to do 
with lymphomatous and leukemic infiltration of 
the meninges. 

Infiltration in the brain substance, in the peri- 
vascular spaces, can produce pictures which I am 
almost certain could mimic an encephalitis with 
leucocytic cuffing in these spaces, but I don’t be- 
lieve the rest of the picture fits here — the lack of 





anemia, etc. 
Clinical Diagnosis: Pituitary tumor. 


Dr. Jones Diagnosis: Inflammatory space-oc- 
cupying lesion. 

Pathological Diagnosis: Cysticercus Racemosus 
of the brain. 


Pathological Discussion: Dr, John B. Frerichs: 

The major findings in this case were limited to 
the brain. There was extensive atelectasis involving 
the entire right lung and the upper lobe of the 
left lung, the proximate cause of death. The upper 
surface of the brain is shown here and I think we 
can make out easily it is edematous and swollen, 
the convolutions flat with shallow creases between 
them. 

The operative site was clean, as they go. The 
next shows a view of the base of the brain. The 
finding of interest here is the presence of thin, 
membranous, transparent tissue which is often 
making cyst spaces and in other instances simply 
extends around like a veil or curtain from one 
place to another. This was very extensive. Some 
of it was broken in manipulation to remove the 
brain. 

It extends downward around the base of the 
brain and forward into the area of the sella tur- 
cica, which was dilated and had extremely thin 
walls. The content of some cysts was watery, the 
content of others was almost gelatinous, as if it had 
been there a long time. This is a cysticercus, and 
the condition of course when you encounter this 
gross configuration is cysticercus racemosus, 

It looks usually like this (this is a higher power) 
you see irregular membranous material and this 
is what made up the thin walls of the cysts. 


Higher Power 


Here is a little higher power and one can see a 
rather sharply defined acidophilic material, which 
is not of human origin (nothing human produces 
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that strongly acidophilic staining, while products 
of other animals, such as shells, will). The rest of 
the microscopic appearance is characteristic too. 


Immediately beneath the acidophile layer there 
is a zone that is fairly cellular and the cells are 
very small and don’t really look like human cells. 
Their nuclei are perpendicular to the plane of the 
surface. Deep to that there is another layer where 
the fibrils tend to run parallel to the plane of the 
surface, and here there are blood-vessel-like objects 
(but without any blood cells), and a loose connec- 
tive tissue over-all background. 


Actually this chitinous material is the outer wall 
of the cyst in contact with cerebral substance or 
meninges, and one then proceeds through the wall 
into the lumen of the cystic space and that is the 
lumen, rather poorly demarcated. It simply ends 
with no sort of. lining. 


Tissue Picture 


Here is a picture of the meningeal tissue, The 
presence of these cysts elicits a rather low grade 
but progressive inflammatory response which is 
partly non-specific — simply leucocytes and mac- 
rophages and partly foreign body type with epithe- 
lioid cells and scarring as the process goes on — 
that, (pointing), for instance, is an excellent for- 
eign body giant cell. 


This inflammation makes a zone of variable 
thickness, causes increased pressure and so on. This 
actually was the first case I have ever seen and the 
first Dr. Bornstein had seen, with an accumulation 
of 35 or so years of pathology between us; yet since 
that time there have been three more cases in El 
Paso, one of the spinal cord of Dr. Jones, one of 
the cyst in the head and another one of a more or 
less mixed sort., 


This is probably true experience and not simply 
an illustration of fact that rare things tend to hap- 
pen in clusters. The incidence has been gradually 
rising over the entire world. A writer reported 
that in 1944 in Mexico 25 per cent of all space- 
taking intracranial lesions were cysticercus. 


In fact, if one likes to make a diagnosis entirely 
on statistical grounds, anyone in El Paso who 
thinks he has a hypophysis tumor case should 
change his diagnosis to cysticercus, because we 
have had well more of them in the last eight 
months than of hypophyseal tumors; and seem- 
ingly this is reasonably world wide, 
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Question: 
Were there any other lesions? 


No, and there usually are not. While entering 
by the intestinal tract, the organisms tends to 
colonize exclusively in the brain or central nervous 
system. It is rare to find any other demonstrable 
lesion, even an old scar. 


Question: 
How about eosinophils in the inflammation ? 


Dr. Frerichs: 


I think that eosinophilia is very variable, likely 
being “more” in the early stages and “less” in the 
older, where there is more of a foreign body type 
reaction. 


Dr. Jones: 

The last case I had the other day was a cyst 
that had eroded through the corpus collosum. It 
had about 100 cc. of fluid in it and they also made 
a diagnosis of pituitary tumor by X-ray, and I told 
them it was not because there was no cut in the 
visual field, that is what we didn’t have on this 
patient, 


The patient had involvement of the lateral ven- 
tricles, she was blind in her right eye but she had 
good vision in her left eye and that rules out 
pituitary tumor, which gives you a bitemporal 
hemianopia with involvement of all quadrants of 
the eye. She had a good sized pituitary fossa but 
she didn’t have any clinical findings of pituitary 
tumor. 


The other fellow I had had a lesion of the fourth 
ventricle and had high choked discs with hemor- 
rhage, vomiting, and ataxia. He also had a weak- 
ness of the left arm and leg, not so marked, but 
definite. 


We took out a cyst and he made a good recov- 
ery. With the last case, I am afraid we are in trou- 
ble because the air studies showed pockets out in 
the various areas of the brain, and she may have 
other cysts. 


Question: 

With the exudate around the brain stem she 
should have had more cranial nerve involvement. 
Dr. Jones: 


No, they say this is uncommon, and we don’t 
have anything except nausea, vomiting and blind- 
ness. 
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Southwestern N. M. Medical Society 
To Hear Dr. Paul Dudley White 


Dr. Paul Dudley White, famed heart specia- 
list, who treated President Eisenhower, and pro- 
fessor of cardiology at the Harvard University 
Medical School, will speak before a meeting 
of the Southwestern New Mexico Medical Society 
Sept. 26 at Fort Bayard Veterans’ Hospital. 

The meeting will begin at 4:30 p.m. and Dr. 
White will speak at 7:30 p.m. All physicians in 
the Southwest are invited to attend this impor- 
tant meeting and hear Dr. White, Dr. Richard 
A. Walsh, secretary of the Southwestern New 
Mexico Medical Society, said. 


New Surgical Supply Building 
Opening in El Paso 


Southwestern Surgical Supply Co., founded in 
1921, will have the formal opening of its new 
El Paso building on Sept. 19. The firm also has 
offices in Albuquerque and Phoenix. 

The new building at 1111 North Oregon 
Street will have a complete technical equipment 
and service department, an experienced service 
engineering staff, a display area including an en- 
tire physician’s office, hospital room, operating 
room, delivery room, laboratory and X-ray de- 
partment, in addition to its Medical Mart with 
sick room supplies. 
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